The aim of the present study was to describe the pharmacokinetics of caspofungin in 12 critically ill adult patients with suspected or proven invasive candidiasis who were receiving continuous venovenous hemodiafiltration (CVVHD).
CVVHD was performed using a polysulfone hemofilter (Fresenius, Germany). Caspofungin was administered at usual doses. Pre-filter and post-filter blood, ultradiafiltrate, and urine samples were collected at steady state on day 3 or later, before the dose infusion started, and 0.5, 1, 1.5, 2, 4, 6, 8, and 24 h after the infusion ended.
The drug concentrations were measured by high performance liquid chromatograpy (HPLC) and the following pharmacokinetic parameters were calculated: area under the concentration-time curve (AUC 0-24h ), elimination t 1/2 , volume of distribution (Vd), clearance, trough concentration (C trough ), and maximum concentration (C max ).
The results of our study are summarized in Tables 1 and 2 and Fig. 1 . Caspofungin was negligible in the ultradiafiltrate and urine samples, confirming the lack of drug elimination through hemofiltration or hemodialysis. Similar findings were previously described by Weiler et al. [1] . Additionally, the mean concentration of caspofungin was slightly higher in the post-filter line than in the pre-filter line ( Fig. 1 ), allowing us to rule out the adsorption to the filter hypothesized in other studies with echinocandins [2, 3] .
In four patients (33%), the trough concentration of caspofungin was lower than the MIC 90 s published for Candida and Aspergillus spp., including Candida parapsilosis (2 mg/L) [4] . On the other hand, among echinocandins, micafungin has been associated with 1 log kill/24 h in a murine model of disseminated candidiasis when an AUC/MIC of 865, 450, or 1185 is achieved for Candida albicans, Candida glabrata, or C. parapsilosis, respectively [5] . Taking into account a MIC of 0.1 mg/L [4] , and using the target pharmacokinetics/pharmacodynamics (PK/PD) described for micafungin, we would have reached this concentration in only nine patients (75%, AUC > 86.5 mg h/L) for C. albicans and four patients (33%, AUC > 118.5 mg h/L) for C. parapsilosis but all patients for C. glabrata (AUC > 45 mg h/L) ( Table 2 ). These data suggest that caspofungin dosing could be insufficient in some critically ill patients.
In conclusion, CVVHD appears to have a negligible effect on caspofungin clearance. However, the licensed regimen of caspofungin was not adequate to reach the PK/PD targets in some critically ill patients, regardless of the use of CVVHD. Nevertheless, future studies are needed to confirm these findings. 
